The major issues that confront the clinician in relation to childhood obesity are identifying children at risk, deciding the goal and focus of therapy, and determining how to maintain weight loss. The severity of obesity and the age at which it is present appear to be signi®cant determinants of whether childhood obesity will persist into adulthood. At any age, severe obesity is more likely to persist, and obesity present in adolescents is much more likely to persist than obesity in young children. If a child has obese parents, the risk that their obesity will persist to adulthood increases, though the magnitude of that risk varies with the age of the child. The goals of therapy depend on the child's age and the severity of obesity-related complications. Assessment of the family's readiness to change represents the ®rst focus of therapy. A reduction in time spent watching television, coupled with family involvement and a diet that aims to reduce or eliminate high caloric density foods is the best approach in most cases. Children or adolescents who have an emergent complication of obesity are candidates for aggressive weight reduction such as the protein modi®ed fast. More aggressive therapies, such as drug therapy or gastric bypass surgery, must be considered as experimental in children and adolescents.
Introduction
Obesity is now the most prevalent nutritional problem in the United States. Furthermore, the prevalence of obesity among children and adolescents world-wide also appears to be increasing. The major issues that confront the clinician are: who is at risk; what should be the goal and focus of therapy; and how to achieve rapid weight loss in paediatric patients who have a morbid complication of their disease.
Who is at risk?
Since obesity in childhood is rarely associated with other diseases, the most important considerations with respect to who to treat in childhood depend on the natural history of obesity in this age group. The severity and age at which obesity is present appear to be signi®cant determinants of whether obesity present in childhood will persist into adulthood. At any age, more severe obesity appears more likely to persist. In addition, obesity present in adolescents is much more likely to persist than obesity in younger children.
Parental obesity increases the risk that obesity will occur in adulthood in all children, but the magnitude of the increased risk varies with the age of the child (Table 1 ). In the most comprehensive study of the natural history of obesity in children and adolescents, parental obesity was the greatest risk factor for the persistence of obesity in children aged 1±3 y, regardless of the weight status of the child. 1 This observation suggests that parents who are obese should be counselled with respect to the diet and activity of their children, before their children become overweight. As children grow older, the effect of parental obesity on the likelihood that obesity will persist decreases, whereas the effects of obesity present in the child increase. Nonetheless, the risk of adult obesity for a 10-year-old child with obese parents is still two-fold greater than the risk for a child with normal weight parents, regardless of the obesity status of the child. The risk of persistent obesity in an obese 10-year-old child is 22-fold greater than the risk in a non-obese child, regardless of the parents' obesity status. These ®ndings suggest that familial or genetic factors may predominate in the persistence of obesity from an early age but, as the child ages, individual factors begin to predominate. change should be sought by open-ended non-judgmental questions about their child's weight. For example, responses to questions like`How concerned are you about your child's weight?' will help the physician determine whether the family believes their child's weight is a signi®cant problem. Questions like`What do you think your family needs to change in order to help your child lose weight?' place the responsibility for identi®cation of the behaviours to be changed on the family. Questions like`Do you think that you are ready to work on this problem?' and How hard will it be to change these behaviours?' help elicit responses regarding the family's readiness to change and their perceptions of the barriers that they face. Each of these areas can then become a focus for discussion or support.
Although the relative contributions of obesity in the parent and child to the likelihood of the persistence of childhood obesity into adulthood vary, inclusion of the family is essential to the success of therapy, even among adolescents. As data from Epstein and others have shown, inclusion of the family as the target for interventions produces a more successful outcome than a focus on either the child or the parents alone. These results are quite consistent with the systemic view that the family represents the ®nal common pathway for the environmental factors that promote energy imbalance in the susceptible individual.
For young children, parents and older siblings control access to food, how food is prepared, how much time is spent watching television, and the opportunity and support for physical activity. Despite increased autonomy as the child ages, the family environment remains a major in¯uence on diet and activity.
For young children with obese parents, counselling should focus on the prevention of obesity, regardless of the weight of the child. Eating behaviours and the interactions around eating represent the most appropriate focus for preventive counselling ( Table 2) . As a general rule, parents should be in charge of what foods children are offered and when, and children should be allowed to choose from the foods that are offered and control how much they eat. 2 Parental efforts to control the quantity of food children consume or to encourage children to eat certain foods generally produce the opposite reaction. For example, efforts by parents to control their child's food intake have been associated with a reduced capacity of the child to control their own food intake. Likewise, children who are encouraged to eat a food may actually consume less of the food that they are encouraged to eat. 2 Reductions in the availability of foods of high caloric density may help children consume a diet higher in fruits and vegetables.
Less information is available regarding the patterns of parent : child interactions around the promotion of activity. Since inactivity has been associated with the onset and persistence of obesity, limits on the time spent watching television should be imposed at an early age and maintained. 3 
The goals of therapy
The goals of therapy depend on the age of the child and the severity of the complications associated with obesity ( Figure 1) . In children less than 6 y old without morbid complications of obesity, the most appropriate goal of therapy is weight maintenance. Among older children and adolescents with a body mass index (BMI) between the 85th and 95th percentiles, weight maintenance should also be the goal. 5 Among children and adolescents who have a BMI 95th percentile and who also have a triceps skinfold 95th percentile, the goal of therapy is weight reduction at a rate of 0.5±1.0 kg per month. This rate of weight loss represents a 100 kcalad energy de®cit. Because children normally gain approximately 5 kg per year, the effect of a 5 kg weight loss on the BMI is doubled. Weight loss in these patients can be achieved by a family decision to reduce or eliminate speci®c high caloric density foods and efforts to increase activity. A reduction in time spent watching television, coupled with family involvement and a diet that targets the reduction or elimination of high caloric density foods has been shown to be the most effective short-term and long-term therapy for obesity.
Treatment of obesity associated with major comorbidities
Children or adolescents who have an emergent complication of obesity, such as slipped capital femoral epiphysis, pseudotumor cerebri or sleep apnoea, are candidates for aggressive weight reduction. A very low calorie diet, such as the protein modi®ed fast, is the most appropriate approach for these patients. 6 No consensus exists regarding the use of very low calorie diets for the morbidly obese adolescent without a morbid complication of obesity. More aggressive therapies, such as drug therapy or gastric bypass surgery, must be considered experimental therapies in children for which an informed consent must be obtained. Dietz: The concern I really have is about the treatment of toddlers. My de®nition of a toddler may differ from the audience's, but I consider a toddler to be in the 1 to 3 y old age category. In that category, as I'd thought I'd emphasised, the likelihood that obesity will remit is high and the likelihood that the child will go on to develop a lifelong problem is quite low. I think treatment should focus more on treatment of children aged 6 and older according to the algorithm that I explained. Barranco (Mexico): Treating obesity is not the same as losing weight, because obesity is a chronic disease and we have to change the lifestyle of obese people. Dietz: I think you're absolutely right, weight maintenance is the broadest and most important public health recommendation that we can make, and also the ®rst therapeutic recommendation that should be made.
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